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Dear Editor 
We thank Dr Klek for his interest in our article and giving us the opportunity to 
clarify our study and share our thoughts. 
Our study looks at the prevalence of malnutrition in an acute tertiary hospital and 
tracked the outcomes prospectively.1 There are a number of reasons why we chose 
Subjective Global Assessment (SGA) to determine the nutritional status of patients. 
Firstly, we took the view that nutrition assessment tools should be used to determine 
nutrition status and diagnose presence and severity of malnutrition; whereas the purpose 
of nutrition screening tools are to identify individuals who are at risk of malnutrition.  
Nutritional assessment rather than screening should be used as the basis for planning and 
evaluating nutrition interventions for those diagnosed with malnutrition. Secondly, 
Subjective Global Assessment (SGA) has been well accepted and validated as an 
assessment tool to diagnose the presence and severity of malnutrition in clinical 
practice.2,3 It has been used in many studies as a valid prognostic indicator of a range of 
nutritional and clinical outcomes.4-6 On the other hand, Malnutrition Universal Screening 
Tool (MUST)7 and Nutrition Risk Screening 2002 (NRS 2002)8 have been established as 
screening rather than assessment tools.     
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We agree that SGA relies on the observer’s experience to achieve accuracy due to 
the subjectivity of some of its components. However, Duerksen (2006) has showed that 
trained medical students could accurately distinguish malnourished from well-nourished 
patients.9 In our study, a single dietitian assessed the nutritional status of the participants 
using SGA to avoid inter-rater variability. This dietitian was well-trained in SGA and had 
been using SGA in her daily clinical practice for 6 years prior to the study 
commencement.  
At the time of our study, our institution was using International Classification of 
Diseases, Ninth Revision (ICD-9), which was not as detailed as the current ICD-10. We 
used Diagnosis Related Group (DRG) to do the matching in our study as it was able to 
broadly group together diagnoses with similar level of complexities and treatment 
resource requirements.10,11 ICD-9 was not able to provide detailed information on the 
severity of a disease. We were aware that DRG coding on admission might be different 
from DRG coding on discharge. Hence, the coding of diagnosis in our study was based 
on the discharge coding.  
The results of our study revealed that malnourished patients incurred higher 
hospitalization cost over and above that of disease per se. This provides support that 
intervention to prevent or overcome malnutrition has the potential to save costs.  We 
agree that it is important to establish whether malnourished patients receive appropriate 
intervention and related outcomes. Establishing gold standard evidence of effectiveness 
using randomized controlled trials is problematic in terms of randomizing patients 
diagnosed as malnourished to less than optimal treatment. Furthermore this intervention 
evaluation was beyond the scope of this study. Subsequent to this study, we have put in 
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place a comprehensive nutrition screening protocol12 and carried out a series of quality 
improvement initiatives to improve the compliance of staff to administer nutrition 
screening. We have also commenced and are evaluating an Ambulatory Nutrition Support 
service so that patients are not only seen by the dietitians in the wards but followed up 
adequately post hospital discharge.  
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